beats/minute, a P-R interval of 0.16 seconds, broad notched "P" waves in lead I and biphasic, broad "P" wave in lead V3R.
marked prominence at the upper left heart border. The electrocardiogram ( fig. 2 ) recorded a heart rate of 140 beats/minute, a P-R interval of 0.16 seconds, broad notched "P" waves in lead I and biphasic, broad "P" wave in lead V3R.
Noninvasive Studies Echocardiography
The routine echocardiographic scan was normal. The aorta measured 1.9 cm in diameter and the left atrium was 2.0 cm. Left ventricular walls and cavity dimensions were within normal limits. All cardiac valves were normal and there was no evidence of solid tumor masses. The abnormal chest X-ray prompted us to reposition the transducer in the third intercostal space and direct the sound beam lateral to the aorta. The pulmonary artery with the pulmonic valve was seen and was normal in diameter (1.9 cm) ( fig. 3 ). Further lateral rotation showed a large fluid filled cavity measuring 4.3 cm in diameter.
Radionuclide Cardiac Blood Pool Evaluation
Six millicuries of technetium sulphur colloid were injected intravenously and sequential scintigrams were taken in the anterior projection using a gamma camera system. Injections of Diethylenetriaminepentaacetic acid (DTPA) were then accomplished and sequential images were obtained in the lateral and right anterior oblique projections. A large, slow emptying cavity of cardiovascular origin was seen anterior and left of the mediastinum (fig. 4) Surgical exposure through a median sternotomy found the pericardium intact. A large, thin-walled left atrial appendage aneurysm measuring 7 cm x 7 em X 4 em was found, compressing the left ventricle and forcing it posteriorly and medially ( fig. 6 ). Under cardiopulmonary bypass the aneurysm was excised at a "neck" which joined the aneurysm to the body of the left atrium. Inspection revealed no evidence of thrombus formation.
Pathological examination revealed a 0.4 mm thick aneturysm wall joining to a left atrial wall which was 2 mm thick. Microscopic examination of the aneurysm showed areas of normally appearing atrial muscle interspaced with areas of fibrous tissue with complete absence of myocardial fibers.
The postoperative course was uneventful. The systolic murmur persisted. The chest X-ray ( fig. 1 showed decreased prominence at the upper left heart border. The postoperative electrocardiogram ( fig. 2) recorded a heart rate of 125 beats/minute, a P-R interval of 0. 13 seconds, and no "P-wave notching. There was an increase in the lateral ventricular voltage. The postoperative routine echocardiogram remained within normal limits. The echocardiographic technique used preoperatively was employed and there was no cavity demonstrated lateral to the pulmonary artery.
Discussion
An abnormal roentgenographic cardiac silhouette should always concern the clinician. Dilatation of the left atrium causes an abnormal cardiac silhouette. Left atrial enlargement commonly occurs as a sequela to mitral valve disease or left ventricular myocardial disease; rarely, the enlargement is a congenital left atrial aneurysm. These aneurysms may involve either the left atrial wall'--' or the left atrial appendage. 16 Review of the 12 reported patients,8s-6 including our patient, with left atrial appendage aneurysm revealed a propensity for embolic events and supraventricular arrhythmias (table 2). These potentially lethal complications call for prompt diagnosis and treatment. Atrial thrombi occur in patients with atrial arrhythmias. Even in the absence of arrhythmias emboli have occurred in patients with left atrial appendage aneurysms. Stasis of blood within the aneurysm probably predispose to thrombus formation.
The systolic murmurs which were audible in most patients with left atrial appendage aneurysms were probably secondary to causes other than the aneurysm. Cine angiographic analysis shows slow flow A.
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-. P.. C; :1.1 systemic emboli and supraventricular arrhythmias. Correlation of the echocardiographic and radionuclide findings can establish the diagnosis of left atrial appendage aneurysm. We present a patient with left atrial appendage aneurysm which was diagnosed by noninvasive techniques, with confirmation by angiography and at surgery. The aneurysm was successfully excised.
